Most intrathoracic goiters are located in the anterior mediastinum, frontal to the recurrent laryngeal nerve and anterolateral to the trachea. Posterior mediastinal goiters account for only 10 to 15% of all intrathoracic goiters and arise from the posterolateral portion of the thyroid gland. We present a case involving a 59-year-old man with history of gradual-onset dyspnea who was referred to us for evaluation of a large mediastinal mass. He had undergone bilateral thyroid lobectomy for a cervical goiter 10 years previously, with no subsequent complications. Contrast-enhanced computed tomography demonstrated a large, well-circumscribed mass extending paratracheally from the thoracic inlet to the posterior mediastinum. The mass was removed via a transcervical and transthoracic approach.
Introduction
Intrathoracic goiter is defi ned as a goiter in which the major portion is located in the thoracic cavity or within the mediastinum. The incidence of thoracic goiters is 7 to 12% of all thyroid masses and 7 to 15% of all mediastinal tumors. 1 Intrathoracic goiters can be classifi ed as primary goiters or as secondary goiters that arise from the orthotopic cervical thyroid gland with extension into the thoracic cavity. 2 The majority of intrathoracic goiters are located in the anterior mediastinum, frontal to the recurrent laryngeal nerve and anterolateral to the trachea. 3 Posterior mediastinal goiters account for 10 to 15% of all intrathoracic goiters and arise from the posterolateral portion of the thyroid gland. 3, 4 An intrathoracic goiter can remain asymptomatic until the enlarging mass causes compression of thoracic structures, necessitating surgical intervention. 1 Dyspnea occurs because of compression or deviation of the trachea, which in severe cases can compromise the airway, requiring intubation. Patients can also present with a nonproductive cough and recurrent respiratory tract infections. The mass effect from the enlarging goiter can cause esophageal compression, leading to dysphagia, as well as compression of the recurrent laryngeal nerve, leading to dysphonia. 5
Case report
A 59-year-old man with a history of gradual-onset dyspnea was referred to us for evaluation of a large mediastinal mass. Ten years earlier, the patient had undergone bilateral thyroid lobectomy for a cervical goiter with no subsequent complications.
The physical exam and chest radiograph showed a large mass in the anterior cervical triangle with tracheal deviation. Contrast-enhanced computed tomography (CT) demonstrated a large, well-circumscribed mass extending paratracheally from the thoracic inlet to the posterior mediastinum, with mass effect causing mild compression and leftward shift of the trachea. The large mass displaced rather than invaded the adjacent structures, suggesting a benign neoplastic process (fi gure).
The patient underwent surgery with a transcervical and transthoracic approach for resection of the mediastinal mass, with complete recovery. Tissue sent for histologic review demonstrated thyroid tissue with diffuse nodular hyperplasia consistent with a goiter.
Discussion
When an intrathoracic goiter is suspected, it is important to consider other possibilities because many mediastinal masses can present with similar symptoms. Other entities included in the differential diagnosis are a thymoma, a bronchogenic cyst, an esophageal tumor, a lymphoma, a neurogenic neoplasm, a hematoma, and an aortic aneurysm. 3 Intrathoracic goiters can be diagnosed based on clinical presentation and a number of tests, including thyroid functions, thyroid gland scintigraphy, neck and chest radiographs, CT, and magnetic resonance imaging. There is no standardized approach to diagnosing intrathoracic goiter. However, chest radiographs and CT give the most information without the need for more expensive procedures. 5 Most mediastinal goiters can be removed using the cervical approach. A transthoracic approach or a sternotomy is recommended for large mediastinal goiters. Several factors are associated with an increased need for sternotomy, such as: goiters that are larger than 10 cm, thyroid carcinoma with extension below the thoracic inlet, complexity of goiter extension to vital structures, previous cervical thyroidectomy, and an ectopic goiter. 6 Intrathoracic goiters are uncommon. When a patient presents with a nonspecifi c mediastinal mass, it is important to perform a thorough clinical exam with necessary imaging studies. Often, imaging characteristics will help differentiate between a malignant and a benign process. The majority of goiters are benign, and surgical resection is usually curative. 
